This study asks (a) What are the relationships between types of living arrangements and psychological well-being for older adults? and (b) How do these relationships differ by gender? Data come from the 2010 wave of the National Health Interview Survey and include non-institutionalized adults aged 65 and older (N = 4,862). Dependent variables include self-rated quality of life and psychological distress. The study finds that older adults living alone or with others fare worse than those living with a spouse only. Yet, the outcomes of different types of living arrangements for older adults vary by gender. Women living with others are at greater risk of worse quality of life and serious psychological distress than men. Programs and policies must be responsive to the diverse needs of this population, rather than attempting a "one-size-fits-all" approach to housing and community-based services designed to promote older adults' psychological well-being and independence.
while older women are more likely to live alone or be partner-less than older men (The Federal Interagency Forum on Aging-Related Statistics, 2010; Waite & Das, 2010) , older men living alone are at an increased risk of being socially isolated (Klinenberg, 2003 (Klinenberg, , 2012 . This can be attributed to the vulnerable status of many older men living alone, including living in poverty or being marginalized, and to gendered pattern of social interactions. Women are conditioned to build strong social support networks outside of marriage, while men are often dependent on their spouse for social support (Klinenberg, 2012) . If men become widowed, they are therefore at increased risk of social isolation, compared with widowed women. In fact, some women living alone may have better mental health outcomes than women living with a spouse or others (Michael, Berkman, Colditz, & Kawachi, 2001) .
Social isolation is also patterned by other individual characteristics including race/ethnicity, functional status, and age. For example, a 2005 study of older adults found Black men and women to be at the greatest risk of social isolation and low social capital resources (Locher et al., 2005) . And, declining physical health and functional impairments increase the risk of social isolation by limiting one's ability to interact with others outside of the home or by necessitating a move to a more accessible home environment. A 2009 study of older adults with and without physical disabilities found that those with disabilities were at greater risk of loneliness and social isolation than adults without disabilities across different types of living arrangements (Russell, 2009 ). Furthermore, social isolation may contribute to increased functional impairment (Clarke, Frasure-Smith, Lesperance, & Bourassa, 2000) , causing a vicious cycle for the most vulnerable older adults. Age is closely tied to functional status, as the risk of disability and functional impairment rises significantly with age. Current estimates report that 40% of all older adults have some functional impairment and that health status declines with age (The Federal Interagency Forum on Aging-Related Statistics, 2010).
Living Arrangements
Beyond individual characteristics, one's living arrangements can have a profound effect on one's quality of life and mental health (Greenfield & Russell, 2011; Joutsenniemi, Martelin, Martikainen, Pirkola, & Koskinen, 2006; Sereny, 2011) . Who one lives with will influence his or her patterns of everyday social interactions (or lack thereof), as well as immediately available resources (social and otherwise). Most non-institutionalized older adults fall into one of just a few categories of living arrangements: living alone, living with a partner/spouse only, living with a spouse and others (such as adult children), and living with others only (usually in a multigenerational family situation). Which arrangement one falls into is influenced by socioeconomic and demographic characteristics (Gurak & Kritz, 2010; Sereny, 2011) , and there is evidence that having concordance with one's preferred arrangement leads to better health outcomes (Sereny, 2011) . Each type of living arrangement presents particular opportunities and challenges and is worth exploring in more detail to better understand the relationship to social isolation, mental health, and well-being.
Living Alone
Older adults living alone constitute nearly one third of the older adult population (The Federal Interagency Forum on Aging-Related Statistics, 2010), although there is a wide gender gap in this statistic: 40% of women, but only 20% of men, above the age of 65 live alone (The Federal Interagency Forum on Aging-Related Statistics, 2010; Klinenberg, 2012) . This gender gap is due, largely, to the biological predisposition for women to outlive their husbands, leaving many more widows than widowers to contend with life alone. Living alone does not produce uniform consequences for everyone, though. Some people prefer it and simply want more services to cater to such lifestyles (Klinenberg, 2012) . In fact, in some instances, living alone may lead to better mental health than living with others (Hughes & Gove, 1981) . Others find creative ways to manage life and to access appropriate resources, getting by even when living alone was not necessarily one's preference (Loe, 2011) . Some research even finds that women living alone actually have better wellbeing than those living with a spouse (Michael et al., 2001) . For others, though, who live alone and are not well-connected with their communities, living alone can be a profoundly isolating experience, leading to increased vulnerability for a variety of poor health outcomes (Klinenberg, 2003 (Klinenberg, , 2012 .
In his study of individuals affected by the July 1995 Chicago heat wave, sociologist Eric Klinenberg found that older men constituted a disproportionate number of victims who perished in the heat wave, largely because they were socially isolated and not well-connected with their neighbors or communities, despite living in a large metropolitan area with theoretically ample resources and services (Klinenberg, 2003) . Other studies have found living alone to be associated with increased risk of worse mental health outcomes, including depression and anxiety (Dean, Kolody, Wood, & Matt, 1992; Mui, 1999; Sun, Lucas, Meng, & Zhang, 2011; Wilmoth & Chen, 2003) ; loneliness, especially among men (Greenfield & Russell, 2011) ; and higher poverty rates than their counterparts living with a spouse (The Federal Interagency Forum on Aging-Related Statistics, 2010). Therefore, living alone may be a positive experience, and indeed an intentional choice for many older adults, but it may also be a risk factor for social isolation and poor mental health among those who lack strong social support resources.
Living With a Spouse or a Partner
Older adults living with a spouse or a partner constitute another 70% of men and 40% of women age 65 and older (The Federal Interagency Forum on Aging-Related Statistics, 2010). Research finds that outcomes for this group-both mental and physical health-tend to be the best of any living arrangement (Davis, Moritz, Neuhaus, Barclay, & Gee, 1997; Davis, Murphy, Neuhaus, Gee, & Quiroga, 2000; Greenfield & Russell, 2011) . However, this group is uniquely vulnerable to health issues, should one partner develop a functional impairment. Often in these situations, the burden of unpaid caregiving falls to the healthier spouse and the experience of caring for a frail and ailing spouse can, in itself, be socially isolating, with research indicating that spousal caregivers have more depressive symptoms, lower well-being, and worse physical health outcomes than other caregivers (Pinquart & Sörensen, 2011) . Even this is not uniformly true, however, with some caregivers reporting better outcomes than non-caregivers (Robison, Fortinsky, Kleppinger, Shugrue, & Porter, 2009 ). Furthermore, the effects of living with a spouse appear to be different depending on demographic characteristics, such as race/ethnicity, immigrant status (Wilmoth & Chen, 2003) , age (Davis et al., 2000) , and gender, with men having better outcomes from living with a spouse than their female counterparts (Davis, 1990; Davis et al., 2000) .
Living With Others
The third category, those older adults who live with others-usually relatives-comprises a diverse group. These are often older adults who have moved in with adult children or have had children move back in with them to provide caregiving in the wake of declining health and functional status. The distribution of this population varies widely by gender, age, race/ethnicity, and geographical context (de Jong Gierveld & van Tilburg, 1999 ; The Federal Interagency Forum on Aging-Related Statistics, 2010). This group has been found to be particularly vulnerable to poor mental health outcomes and loneliness, especially when compared with older adults living with a spouse only (Greenfield & Russell, 2011; Wilmoth & Chen, 2003) . Even among this population, outcomes vary widely, though, with some research showing that older adults in multigenerational households fare better than those in singlegeneration households (Silverstein, Cong, & Li, 2006) . And, gender disparities persist among this population, with women in this group experiencing worse physical and mental health outcomes than men (Hughes & Waite, 2002) . More research is needed on this population, especially as there is currently an increasing trend toward Americans living in multigenerational households following a steady decline in such arrangements between 1940 and 1980 (Taylor et al., 2010) . Furthermore, it is useful to examine differences between those who live with others and a spouse versus those who live with others without a spouse, as those in the latter category demonstrate worse outcomes (Hughes & Waite, 2002) .
Conceptually, there are several reasons why living arrangements might affect psychological well-being. The most intuitive may be social interaction, or lack thereof, provided within the home environment. This interaction may be positive, preventing social isolation and providing meaningful engagement and emotional support. For example, older adults may have mutually beneficial companionship with those they live with, including behaviors such as eating meals together, enjoying leisure activities, and exchanging information, all of which are important for quality of life (Barker, 2002) . However, household social interaction may also have adverse consequences, as in the case of relational conflict and stressful obligations (Hughes & Gove, 1981) .
Living arrangements are also closely tied to caregiving responsibilities. Older adults may receive care from those they live with, or, especially in the case of women, they may act as caregivers for others in the house, for example, for a spouse with functional impairments or for grandchildren (Administration on Aging, 2012; Institute of Medicine, 2008). Living with others may help to disperse caregiving burdens, which can otherwise have a detrimental impact on mental health (Pinquart & Sörensen, 2003) . And, for older adults with functional impairments, living with others may be helpful in having care needs met, including instrumental support with activities of daily living and household chores. Finally, living arrangements are related to socioeconomic status, which is associated with mental health in older adults (Koster et al., 2006) . Older adults living alone are more likely to be poor than those living with a spouse or others (Issa & Zedlewski, 2011) and those living with others are able to share economic resources. However, poorer families living together may experience crowded conditions within the household if, for example, they take in an older adult who needs care. Such crowding could lead to stress and poor mental health outcomes (Gómez-Jacinto & Hombrados-Mendieta, 2002; Regoeczi, 2008) .
Research Objectives
While the literature on living arrangements and associated outcomes among older adults is persuasive, much of it is limited by looking at particular populations or within a narrow geographic context. Furthermore, few studies have investigated general quality of life and psychological distress and their associations with living arrangements. A better understanding of how living arrangements contribute to the psychological well-being of older adults is important and increasingly urgent for designing policies and programs as the U.S. population ages at an unprecedented rate. This article seeks to add to our understanding of the association between living arrangements and psychological well-being among older adults by investigating the following research questions using nationally-representative survey data: (a) What are the relationships between types of living arrangements and two dependent variables: psychological distress and quality of life? and (b) How do these relationships differ for men and women?
Method

Data
Data for this study come from the Integrated Health Interview Series (IHIS; Ruggles et al., 2010) , a publicly-available, harmonized version of the National Health Interview Survey (NHIS), which has been collected annually by the National Center for Health Statistics since the 1960's. Data for this analysis come from the 2010 wave of the IHIS, as this wave includes detailed questions on quality of life from a Quality of Life Supplement. The Supplement was fielded to one quarter of those respondents who had been randomly selected for the NHIS Sample Adult survey. The NHIS response rate for sample adults, taking into account household and family non-response, was 60.8% (National Center for Health Statistics, 2011). The data are population weighted to account for complex sampling and non-response.
Sample
The sample consists of civilian, non-institutionalized individuals living in the United States. For these analyses, it was further restricted to individuals aged 65 and older who completed questions on psychological distress and quality of life and had no missing responses on any covariates, resulting in a sample size of 4,862, equating to a weighted population of 18,200,061.
Dependent Variables
This article examines two main dependent variables: self-rated quality of life and serious psychological distress. Quality of life is measured with a five-item Likert scale answering the following question: "In general, would you say your quality of life is . . . " Response options included "excellent," "very good," "good," "fair," and "poor." For these analyses, "excellent" was coded as "5" and "poor" was coded as "1." Psychological distress was measured using the Kessler 6 (K6) scale, which was designed to measure nonspecific psychological distress among NHIS respondents (Kessler et al., 2002) . The K6 provides valid and reliable results across major demographic populations (Furukawa, Kessler, Slade, & Andrews, 2003; Kessler et al., 2002) . It has been commonly used to measure psychological distress in older adults (Lim & Taylor, 2005; McGuire et al., 2009; Shih, Hootman, Strine, Chapman, & Brady, 2006; Sorkin, Pham, & Ngo-Metzger, 2009 ) and is associated with future health outcomes, including mortality (Pratt, 2009 ). Sample respondents were asked how often they experienced six different symptoms within the past 30 days: feeling that everything was an effort, feeling hopeless, feeling nervous, feeling restless, feeling sad, and feeling worthless. Each question was scaled from "0" to "4" with "0" representing "none of the time" and "4" representing "all of the time." Responses to all six questions were tallied, with a possible range of responses from "0" to "24." A score of "13" or higher indicates serious psychological distress (Kessler et al., 2002) . While it would be possible to use the K6 as a continuous scale, using the dichotomous cut-off of 13 allows consistency across and comparisons with other studies of serious psychological distress (Kessler et al., 2002; McGuire et al., 2009; Pratt, 2009; Shih et al., 2006; Sorkin et al., 2009) . It is important to include both dependent variables in these analyses as there is evidence that older adults may experience and perceive depressive symptoms and distress differently than younger adults ) and one measure may not provide a complete picture of older adults' mental health. Using both quality of life and psychological distress allows for more robust comparisons with the rest of the population, while potentially gaining a more accurate picture of the predictors of older adults' well-being.
Independent Variables
The main independent variable of interest is respondents' living arrangements, which was constructed as a four-category variable combining household composition and marital status, following the previous convention on living arrangements among older adults (Hughes & Waite, 2002) . The sample included 175 respondents who were categorized as "cohabiting." For purposes of analyses, these respondents were all treated as married and were combined with the two married subgroups. If respondents had a household size of 1, they were categorized as living alone; if respondents had a household size of 2 and were coded as married or cohabiting and living with a spouse/partner, they were categorized as living with a spouse only; if respondents had a household size >2 and were married or cohabiting, they were categorized as living with a spouse and others; and if respondents had a household size >1 and were coded as not married or cohabiting, they were categorized as living with others only. In all, 7.7% of those living with others were living with non-family members. For those living with others, the most common arrangement was living with an adult child, but other relationships included sibling, grandparent, aunt/uncle, and housemate/roommate.
A variety of demographic characteristics were also included. These included age, sex (1 = female), and educational attainment (1 = less than a high school degree; 2 = high school degree; 3 = some college; 4 = college degree or more). Race/ethnicity were constructed according to the Office of Management and Budget (OMB) guidelines for smallest group assignment (OMB, 2010), with Hispanic/Latino ethnicity trumping race so that respondents were coded into only one category each. Poverty status was constructed using the IHIS's imputed poverty variable. The IHIS provides five imputations and for this analysis, the mean of the five was taken to construct poverty level. For individuals living alone or with non-relatives, the poverty status indicates their individual ratio to the federal poverty threshold. For individuals living with a spouse or other family members, the poverty variable takes the entire family income into account when constructing the ratio. To include contextual/spatial characteristics that may point to underlying cultural context and state-or region-based policies, the analysis includes region of residence: Northeast, North Central/Midwest, South, and West. Finally, self-rated physical health was included as a control. This is especially important as older adults may experience mental illness and psychological distress as somatic symptoms (Fiske et al., 2009) .
Analysis
Bivariate relationships were tested using Pearson's chi-squared tests of significance. Separate multivariate models were calculated to predict quality of life and psychological distress. Because quality of life is measured on a fivecategory scale, nested ordered logistic regression models were estimated with results reported as odds ratios (>1 indicates higher odds of reporting better quality of life). First, living arrangements were entered into the model on their own, with living with a spouse/partner as the reference category. Next, demographic characteristics were added, followed by self-rated physical health. Educational attainment, ratio to the federal poverty threshold, and self-rated physical health were all entered as continuous variables (in each case, a higher score indicates less hardship). Finally, region was added into the models. Serious psychological distress was modeled as a binary variable, using a series of nested logistic regression models with results reported as odds ratios (>1 indicates higher odds of having serious psychological distress). In these models, controls were added in the same sequence as the previous analysis. In each case, living with a spouse/partner only was the reference category. Finally, because previous literature indicates differing effects of living arrangements by gender, analyses were run separately for men versus women, with adjusted odds ratios of better quality of life and serious psychological distress reported. All analyses were conducted in Stata, using survey weights to account for the complex sampling design and to provide adjusted standard errors.
Results
The sample is divided across types of living arrangements, with 36% living alone, 50% living with a spouse/partner only, 5% living with a spouse/partner and others, and 10% living with others only. The mean household size for those living with others was 3.2 people, and the mode was 2 people, likely an adult child with an aging parent. Table 1 provides sample characteristics. Differences across living arrangement categories were significant (p < .001) in each category. The average age of the sample is significantly older among those who live alone. And, those living alone are more likely to live in poverty than respondents in the other three categories. Those living with others only have lower educational attainment, are more likely to be non-White, and have worse self-rated physical health than those living alone or with a spouse/ partner. Close to one third of all respondents lived in the South, and regional differences were most pronounced among those living with a spouse only or living with others only. Figure 1 illustrates the prevalence of serious psychological distress by living arrangement and gender. Living with others only was associated with the highest prevalence of serious psychological distress among men (5.4%), while living with others with or without a spouse were both associated with rates of serious psychological distress of more than 4% among women. Differences between living arrangements in rates of distress are significant at p < .001 for men and women. Figures 2 and 3 show the distribution of quality of life ratings by type of living arrangement separately for men and women. Among men, 33.3% of those living with a spouse/partner only reported excellent quality of life, whereas between 20% and 25% of those in the other three arrangements reported excellent. A total of 18.6% of men living with others only reported fair or poor quality of life, compared with 8.3% of those living with a spouse/ partner only. Trends were similar among women, where the best situation was again living with a spouse/partner only (35.6% of those women reported excellent quality of life compared with 17% of those living with others only). However, the relationship between fair/poor quality of life and living with a spouse/partner and others appeared stronger for women than men (16.9% vs. 10.2%). Table 2 presents the results of the ordered logistic regression models predicting quality of life. Results are presented as odds ratios with 95% confidence intervals. In Model 1, living alone and living with others are both significantly associated with poorer quality of life, compared with those individuals living with a spouse/partner only. Model 2 added demographic control variables. Being older, Black, Native American, and Asian are all associated with worse odds of better quality of life. In contrast, being female, having higher educational attainment, and being further from the federal poverty line are all associated with better quality of life. Model 3 added physical health, which appears to mediate some of the effects of race/ethnicity and age on quality of life and is itself strongly associated with better quality of life with an odds ratio greater than 3. Finally, Model 4 added geographical context. While living arrangements remain significantly associated with quality of life (with those living with a spouse only fairing far better than the other three categories), we can see that place also plays a role, at least in the North Central/ Midwest and Southern regions, where residents had significantly better odds of better quality of life compared with their counterparts in the Northeast. Table 3 presents odds ratios with 95% confidence intervals for the nested logistic regression models predicting serious psychological distress. In Model 1, living alone and living with others only are both significantly associated with higher odds of serious psychological distress compared with those living with a spouse/partner. These relationships hold across Models 2 to 4, with those living with others only exhibiting particularly strong odds of serious psychological distress, compared with their counterparts living with a spouse/ partner. Older age, more education and wealth, better physical health, and being Black/African American are all associated with lower odds of serious psychological distress across the models. Finally, Table 4 presents subgroup analyses by gender. Results are presented as adjusted odds ratios with 95% confidence intervals. For men, living alone was associated with lower odds of better quality of life (.72), compared with those living with a spouse/partner only. But, odds did not differ for those living with others (with or without a spouse/partner). For women, however, odds of better quality of life were significantly lower for all three categories compared with those living with a spouse/partner only. For men, there were no significant differences in odds of serious psychological distress by living Note. QOL is modeled with ordered logistic regression (5 = excellent; 1 = poor). AOR > 1 means higher odds of better QOL. Serious psychological distress is modeled with logistic regression (1 = has SPD). AOR > 1 means higher odds of SPD. Native American/Alaskan Native omitted for SPD for men due to rarity of SPD among Native American/Alaskan Native men in sample. Statistics calculated using weighted sample (population N = 18,200,061; sample n = 4,862). OR = odds ratio; CI = confidence interval; QOL = quality of life; AOR = adjusted odds ratio; SPD = serious psychological distress. Differences significant at *p < .05. **p < .01. ***p < .001.
arrangement, but for women, living with others only was associated with significantly higher odds of serious psychological distress (3.18).
Discussion
The primary finding of this article is that there are significant differences in psychological well-being for older adults, depending on type of living arrangement, and that those relationships differ by gender. The current focus of much of the policy agenda around housing an aging population is on "aging-in-place," or keeping older adults in their own homes as they age. While this is a laudable goal, given that the majority of older adults would prefer to remain in their homes (AARP Public Policy Institute, 2010), it is clear that the effects of living arrangements are not uniform across the entire older adult population. While this study does not provide for a comparison between those older adults who live alone while aging-inplace with those who move to an institutional setting, it is clear that the nearly two thirds of older adults who do live alone or with others in the community are a vulnerable population deserving attention in policy and research. Interventions may seek to bolster access to social support and other resources that may make it easier for older adults to manage life alone or without a spouse/partner. Furthermore, while this article clearly demonstrates that older adults living alone are at greater risk for psychological distress and worse quality of life than their counterparts living with a spouse/partner only, greater attention should also be paid to older adults who live with others. There is an increasing trend of older adults living in multigenerational households (Taylor et al., 2010) , and these individuals may be at particular risk for depression and poor quality of life. In each measure in these analyses, this group fared worse than both older adults living with a spouse/partner only and as poorly as those living alone. These results were especially strong when there was no spouse/ partner present in the household. These findings held true for quality of life, even when controlling for health status, which may contribute to older adults living with younger generations. Much attention has been paid in research and policy to the plight of younger caregivers, but more attention may be warranted toward the well-being of the older adults being cared for. Additionally, while this study's results demonstrate that older adults may have social capital resources available by virtue of living with others, the effect of such resources is not automatically positive. Specially, the finding that women living with others, with or without a spouse/partner, have lower quality of life than those living with a spouse only indicate a negative association of living with others for women. This is consistent with other research demonstrating that the impact of social support can vary by demographic characteristics (e.g., gender) and that such support can sometimes have a negative effect ).
In addition, this article demonstrates that the outcome of different types of living arrangements for older adults is not uniform across the population, but varies by demographic and place characteristics. Higher socioeconomic status (measured by higher educational attainment and income) was consistently associated with better quality of life and lower risk of psychological distress. Meanwhile, results were mixed for racial/ethnic background: Asian respondents had a consistently higher risk of lower quality of life, whereas Black/ African American respondents had a consistently lower risk of psychological distress. Not surprisingly, better health status was consistently associated with better quality of life and less risk of psychological distress. And, living in the North Central/Midwest and South was associated with better quality of life compared with those in the Northeast. Policies and programs must not only pay attention to the unique challenges and opportunities inherent in different living arrangements, but they must be tailored to meet the various needs of a diverse population of older adults.
This article also illustrates the importance of looking at multiple measures of well-being for older adults. Measuring only quality of life or psychological distress would lead to incomplete conclusions. While the two measures are related, more robust differences between living arrangements can be observed for quality of life. This may be because older adults are less likely than their younger counterparts to report depressive symptoms and psychological distress (Fiske et al., 2009) . Therefore, using only the latter measures may miss important differences in older adults' psychological well-being.
While this article demonstrates clear differences between older adults' well-being based on their living arrangements and gender, it has important limitations to consider. First, the cross-sectional nature of the data does not allow for identification of those adults who have moved or recently lost a spouse/partner. While living arrangements themselves may drive well-being, it is also important to consider the potential effects of loss of one's home or partner. Future research should employ longitudinal data to control for the impact of moving from one residence to another or losing a spouse/partner. In addition, the cross-sectional nature of the analyses makes it impossible to determine causality. While this article demonstrates a clear association between living arrangements and psychological well-being, it is not possible to ascertain the direction of the effect. For example, for some older adults, living arrangements may lead to diminished well-being, whereas for others, psychological distress may precipitate a move, as in the case of an adult child taking in parent with poor mental health. And, because this study looks only at the non-institutionalized population of older adults, it may be missing those most at risk of poor mental health outcomes and may be underestimating the impact of living arrangements. However, policies affecting nursing
